Rethinking primary care systems for obesity
Paul Aveyard and colleagues, in The Lancet, provide optimistic news for the management of obesity in primary care. 1 In this parallel, two-arm, randomised trial of screening and a brief intervention for obesity in primary care, Aveyard and colleagues identifi ed a net weight loss benefi t at 12 months from a 30 s active intervention by primary care physicians. A striking feature of the study was that patients with obesity (bodymass index of at least 30 kg/m² or at least 25 kg/m² if of Asian ethnicity) were invited to participate with no assessment of their readiness to change, yet the majority (2263 [83%] of 2728 potentially eligible participants) were willing to do so, of whom 1882 individuals were eligible to enrol in the trial. 940 patients in the active intervention group were off ered a specifi c appointment (made before leaving the clinic) to a weight management group (12 sessions of 1 h each, once per week) with follow-up support and advice, and 942 patients in the advice only (control) group were simply advised by the primary care doctor that their health would benefi t from weight loss. At 12 months, mean weight change was 2·43 kg in the advice plus support group compared with 1·04 kg in the advice only group, giving an adjusted diff erence of 1·43 kg (95% CI 0·89-1·97). The number needed to treat to achieve a 5% weight loss (about 5 kg) at 12 months was 8·8, which is very good for a preventive intervention. By comparison, the number needed to treat for nicotine replacement therapy with respect to 12 month quit rate is about 15² and exercise prescriptions for 12 month achievement of physical activity guidelines have a number needed to treat of about ten. 3 It is surprising that this is the fi rst study in primary care to investigate a brief intervention for obesity, perhaps refl ecting the nihilism about weight loss that pervades medical care. A survey of family physicians in the USA found that, of ten chronic disorders, obesity treatment was regarded as less eff ective than all but treatment for drug addiction. 4 This fi nding supports our experience with physicians who report how diffi cult it is for patients to lose weight and keep it off . Physicians might see the task as being too complex, lack confi dence in giving nutrition advice, 4 or have become disillusioned with the poor outcomes. Clinicians might also fear insulting patients by raising the issue of obesity, yet in this study only four (<1%) of patients said the interventions were inappropriate and unhelpful. Clinicians' own weight problems might also inhibit discussion, but Perri Klass 5 suggests that health professionals must acknowledge their own weight struggles and "do the job eff ectively". Eff ective resources are available in the form of commercial weight loss courses, but cost could be a barrier. 6 Long-term behaviour change is hard and failed attempts at weight loss are ubiquitous. For some patients, such as those with a history of weight cycling, it could be time to move away from the sisyphean task of pursuing weight loss goals and onto achieving other valued health goals. 7 The eff orts needed to yet again break out of the metabolic, physical, psychological, and environmental vicious cycles that trap them in the state of obesity 8, 9 might be better directed at healthy eating and physical activity with no further weight gain.
However, far from giving up on weight loss entirely, Aveyard and colleagues' results should trigger a rethink of the primary care approaches to obesity on two counts. First, the positive results of the 30 s active intervention signal a need for further such studies so that the evidence base for brief interventions for weight management matches that for quitting smoking, 10 exercise prescriptions, 3 and alcohol problems. 11 This brief intervention as part of a usual consultation capitalises on opportunities within the current systems of primary care practice.
The second, bigger rethink is how to work on the systems for primary care to achieve both clinical and population outcomes. The so-called control group in this study was in fact an intervention itself over and above current practice. This control intervention involved physician training on how to discuss weight with patients, addressing of weight bias, weighing of all patients, discussion of weight within the consultation, giving brief advice, and provision of follow-up phone calls and weight measurements. These are all systems changes at a practice level and they resulted in a 12 month weight loss of about 1 kg. Far from being trivial, a 1 kg weight loss or even no weight gain applied at the population level could help to reduce the enormous burden that obesity places on health systems. Although mass, population-wide weight loss is not a plausible strategy, prevention of age-related weight gain in the adult population is. If primary care systems operated in line with the control condition in this study, they would contribute to progressively reducing adult obesity prevalence.
A primary care system that makes weight a vital sign 12 by actively monitoring weight in all patients and communicating the benefi ts of normal growth trajectories for children and no age-related weight gain for adults would go a long way to fulfi lling its population health potential to prevent the weight-related health problems that fi ll up its waiting rooms.
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